YEARS AGO, when life was perhaps simpler, the medical profession was to a great extent divided into groups of "doers" and "thinkers": surgeons and nonsurgeons. During the past two decades, however, this distinction has become increasingly blurred, and in no specialty has this change been greater than in the field of cardiology. The 
YEARS AGO, when life was perhaps simpler, the medical profession was to a great extent divided into groups of "doers" and "thinkers": surgeons and nonsurgeons. During the past two decades, however, this distinction has become increasingly blurred, and in no specialty has this change been greater than in the field of cardiology. The Second, the cardiologist who becomes a "doer" should subject himself to the control of a "thinker." However much cardiac surgeons complain about cardiologists -and they do -the relationship between them has created an appropriate balance with both ethical and commercial implications.
In pacemaker insertion is offered in only half the progams. Yet many of the graduates of these programs will find themselves in a position in which they will want to insert pacemakers, which they will do after very limited training and on-the-job experience.
The danger of uncontrolled self-referral for lucrative procedures is a real one in all branches of medicine.
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For surgeons these problems have been partly solved by a referral system in which there is control of the number and type of patients seen and by remuneration in the form of one fee for total care, an accepted practice that preceded implementation of DRGs (diagnostic related groupings) by decades. In those parts of the profession in which "doing" has become an important and essential part of care a similar system should be introduced based on a fair estimate of time involved, complexity of procedures, dangers to the patient, and skills required. In this way the tendency, and the temptation (to which surgeons are by no means immune) to charge for every procedure, even though each is an integral and essential part of management, is avoided.
There is much to be said for separating ourselves into "doers" and "thinkers," and it is still not too late for cardiologists to separate themselves into distinct and unconnected groups of physicians practicing invasive and noninvasive medicine. In the long run, however, a system of remuneration should be devised in which we get paid less for "doing" and more for "thinking." Fees are seldom reduced as time goes by, and fees for new procedures are almost always higher than those for older, more established procedures, even though they may not be more difficult. The fees for inserting pacemakers, for example, were set in an era when it was necessary to do a thoracotomy. The fees have not gone down although the procedure is now technically much simpler and less risky.
The tide of the times is such that cardiologists will almost certainly be doing more, rather than fewer, procedures in the future because of their primary positions in making decisions about the care of patients and because many of the newer procedures are not technically demanding enough to be regarded as operations. Surgeons, because of their experience as "doers," are well aware of the satisfactions, pleasures, temptations, frustrations, and sorrows associated with their actions and technical endeavors. Perhaps now is the time to realert our cardiologic colleagues to the professional pitfalls towards which they appear to be heading with accelerating speed.
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Doing and thinking: a view from the operating room.
